market, the rest of the scene gradually moved with them including the substantial proportion of drug users who preferred obtaining their prescriptions from less conspicuous chemist shops. Although the chemist proprietor reported in 1983 that the number of addict maintenance prescriptions he dispensed halved in the second half of 1982, after the publicity over Dr Khan's case, the thriving market in pharmaceutical drugs from the overspill from doctors outside drug dependency units continued to focus around this chemist shop even though most drug users obtained their drugs from chemist shops elsewhere. Such a shop was, of course, the natural focus for a scene that was becoming a major outlet for legitimately obtained prescriptions.
Conclusion
Although fieldwork in late 1982 was based on informal observation alone, opinions were also obtained from a substantial number of addicts well known to me and there was a general consensus among them on the subject of overprescribing by doctors outside drug dependency units. This, and my knowledge of the scene, suggest that an important change has occurred in Piccadilly. This is corroborated by the recent article on overprescribing doctors by Bewley and Ghodse.3
The focal part Piccadilly plays in the London pharmaceutical drug black market and the relatively small number of doctors outside drug dependency units who prescribe for addicts must be taken into account when evaluating the opiate overspill in Piccadilly. Not all doctors from Harley Street and the surrounding area or doctors outside drug dependency units in general are injudiciously overprescribing to addicts. Nevertheless, it would seem reasonable to conclude from the substantial amount of pharmaceutical opiates appearing on the black market in Piccadilly prescribed by doctors outside the clinics, that a considerable proportion of opiates prescribed by medical practitioners from Greater London, the Home Counties, and the Harley Street and surrounding area in particular, is finding its way on to the black market in Piccadilly. As such, the situation gives cause for concern and would appear to need urgent attention. Hampton did not mention high blood pressure and its treatment in his article on the future of cardiovascular medicine. 2 The disparity between the prevalence of the disease and the number of specialists devoted to it suggests that action is needed to create a new specialty. Interest in hypertension is expanding across the world. In the United States of America many university centres and large hospitals now have independent divisions of hypertension or hypertension research centres. Many countries now also have national high blood pressure societies, and, not before time, the British Hypertension Society has been formed. In addition, there is the enormous International Society of Hypertension, and recently a major meeting was held in Milan of European hypertension workers that attracted about 1200 delegates. These organisations and meetings reflect the wide range of specialists, who approach hypertension from differing points of view. Sadly, few general practitioners are active participants, although those that are contribute a great deal.
General practitioner hypertensionologists
Most patients with hypertension need little investigation, and adequate blood pressure control can be achieved by simple means. Few patients need to be referred to hospital. In Britain, however, there is still a woeful state of underdiagnosis, inadequate follow up, and undertreatment of patients with hypertension, and something positive needs to be done. The average general practitioner has between 75 and 100 patients on his list who probably should be receiving drug treatment. It would be best if every large group of general practitioners were to have one of their number who took a main interest in hypertension. The value and feasibility of general practitioner case detection and treatment programmes have been discussed elsewhere.3 General practice is potentially a superb epidemiological laboratory, and the opportunities for research are enormous.
Hospital hypertensionologists
Some patients with hypertension need to be referred for specialist attention. Patients should be referred if their hypertension is severe or difficult to control, or if there is a suspicion of an underlying renal or adrenal disease. Preferably such patients should be referred to a physician with a special interest in hypertension. In district hospitals, employing no more than four or five physicians, the cardiological specialist is probably the best candidate for this role, and such doctors should in future be trained as "hypertensionologists" as well. There is, however, a genuine need for some consultants whose main interest is high blood pressure, but they would probably be needed only in regional centres or teaching hospitals. Patients will require access to an expert radiological service-for renal arteriography and renal vein sampling-as well as to facilities for assaying concentrations of renin, catecholamines, and antihypertensive drugs. These centres are likely to have a major research commitment as well. But, above all, efficient blood pressure clinics are needed with short waiting lists.
Shared care with general practitioners should be encouraged so that patients may be returned to their famliy doctor at an early stage. It should be remembered that it is the efficiency of follow up and the control of blood pressure achieved that are the best predictors of outcome in patients with hypertension.4 Furthermore, treatment has been proved to be worth while.
Training
The training of junior hospital doctors in investigating and treating blood pressure needs to be well organised as they have to learn to manage patients with renal, cardiac, endocrine, and obstetric problems and must familiarise themselves with some aspects of clinical pharmacology. Many junior doctors in teaching hospitals may now be appropriately described as "hypertensionologists," but their career prospects are problematic as many do not fit easily into the hospital service's overrigid career structure. Though officially there is no such thing as "a hypertensionologist," those young doctors would be happy to take on the role of a physician with a main interest in hypertension provided that their career structure could be more secure. Others will move into general practice, where their training 'vill mean that they have a real contribution to make.
The diverse membership of the national and international hypertension societies should be welcomed. There are few organisations that can act as a forum where nephrologists, general practitioners, endocrinologists, biochemists, physiologists, clinical epidemiologists, pathologists, pharmacologists, and cardiologists can meet with one combined interest. It is this diversity that makes hypertension such an exciting ". . . ology." (Accepted 4 Atugust 1983) What is the effect on blood pressure of cold and hot water baths ?
The reaction to cold is generally an increase in peripheral vascular resistance and consequently a rise in blood pressure, provided that the heart is capable of maintaining flow in these conditions. The effect of hot baths on blood pressure is probably less consistent. Exposure to heat is associated with an increase in the plasma adrenaline concentration and the heart rate.1 A fall in blood pressure resulting from vasodilatation is usual; occasionally profound hypotension may occur, as, for example, after subjects have been subjected to the considerable heat of a sauna. 
